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Correction 

In the March-April issue on page 12, LCDR Craig M. Howard, 
MSC, USNR, was inadvertently omitted as an author. He is 
OCONUS Platform Manager assigned to MED-27, BUMED. 



Department Rounds 



Combating 

the 

Threat of Anthrax 



Aviation Structural Mechanic First Class David Snodgrass reads aNavy 
pamphlet on the anthrax vaccine. The pamphlet contains basic infor- 
mation answering questions such as: 

•What is anthrax? 

■Why vaccinate? 

•How safe is this vaccine? 

Anthrax isadiseasenormally associated with plant-eatinganimals. When 
anthrax isusedasabiological weapon, infection occurs through inhalingthe 
spores released in theair. Anthrax isconsidered the biological weapon most 
likely to be encountered because it is easy and cheap to produce in large 
quantities and spread over a large area. Vaccination stimulates the body's 
natural disease- fighting abilities to protect againstdiseases such as measles, 
mumps, and polio. The anthrax vaccine has been safely and routinely 
administered in the United States to high-risk populations, such as livestock 
handlers, since 1970. 





HMCS John Payhurst administers the first in a series of 
anthrax vaccinations to 1 of 6,000 Sailors aboard the air- 
craft carrier USS John C. Stennis, which is deployed to 
the Persian Gulf in support of Operation Southern Watch. 
The Joint Staff has determined the Persian Gulf to be a 
high-threat area for biological warfare, and all personnel 
deployed there are being vaccinated. The Secretary of 
Defense announced that all U.S. military forces, active 
and reserve, will be immunized against anthrax according 
to the followingpriorities: 

•Personnel assigned to high-threat areas. 

•Personnel identified and scheduled fordeploymenton 
an imminent or ongoing contingency operation to a high- 
threat area. □ 
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Department Rounds 



Professor Teams With 

Navy Doctors in 
Knee Research 



Not too many mechanical engineers can say they're 
teamed up with the same doctors that performed knee 
surgery on the President of the United States. But, for the 
past 5 years, Professor Young Kwon from the Naval 
Postgraduate School, Monterey, CA, has been doingjust 
that — assisting Navy doctors — CDR David Adkison, the 
lead surgeon for President Bill Clinton's surgery, and LCDR 
Marlene DeMaio — in researching different techniques to 
repair ligament injuries to the knee, which puts about 1 ,000 
Sailors in pain each year, and forces a medical discharge 
from service for some. 

The trio's research involves measuring continuous knee 
motion as close as possible to the human body to find 
"characteristics" of the knee's rotation capabilities. This 
information will aid orthopaedic surgeons in repairof knee 
ligaments. 

"Our goal is to characterize knee motions. So far, there 



is no single technique that can characterize the knee once 
there is ligament failure. And, because everyone differs, 
there's no one surgical technique (to repair damaged liga- 
ments) that is suitable for everyone," Kwon explained. "We 
have to understand knee behavior before repair can be 
done." 

Kwon started this biomechanics "career" after Adkison 
and DeMaio solicited assistance from the postgraduate 
school. At the time, the doctors were assigned to Naval 
Hospital Oakland, CA, and called the school's mechanical 
engineering chairman for research assistance. Kwon volun- 
teered, and the trio spent close to 2 years discussing and 
planning strategies. The next step moved their endeavors 
into a lab in the mechanical engineering building on the 
postgraduate school' s campus. 

So with guidance of the two doctors, Kwon and students 
began testing the ranges of motions on cadaverous knees 
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Mechanical Engineering Pro- 
fessor Young Kwon assists 
student LCDR Steven Parks 
with an adj ustm ent o n the test- 
i"9 J'S- 



to find set parameters for motions of the knee — "instanta- 
neous axis rotation." They've found that this axis rotation 
is similar indifferent knees, meaning knees can be leaned to 
certain points in different directions, before ligament dam- 
age occurs, 

"In the past, research looked at different angles of 
the knee, but our research looks at continuous motion," 
Kwon said. "We want to evaluate different ligament sur- 
gery techniques and compare them. Once a knee has 
been reconstructed, we want it to resume normal func- 
tions." 

To test knee functions, the research team uses a com- 
puterized contraption that resembles a cross between a 
vice and one of those traction devices you see suspend- 
ing heavy leg casts in hospital beds. This "jig" flexes the 
knee mechanically and the motions of the femur and tibia 
are measured continuously. It's this mechanical engineer- 



ing design of the testjigthat draws students into the pro- 
gram. 

"This is something special. These students apply engi- 
neeringprinciples — skills they're still learning — yet they're 
dong medical research," said Kwon, who admits he's 
always had an interest in the biomechanical engineering 
fi eld, but until th is proj ect, never h ad the opportun ity to work 
in it. 

Obviously,theteam hasn'tbeen looking for a"few, good, 
volunteers" ... at least not yet. They've been using 
cadaverous knees, which can be used repeatedly. 

"Eventually, we' II have enough data to characterize each 
knee type," Kwon said. "Someday this information could 
be used to help surgeons repair knee injuries. That's our 
goal." □ 

— Story and photo by JO! Diane Jacobs, Public Affairs Office, 
Naval Postgraduate School, Monterey, CA. 
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Readiness Reengineering 



How Do We Know 
We Are Ready? 



CDR Penny Turner, NC, USN 



Readiness is the Enterprise. For 
the past several years Navy 
medicine has been adjusting its 
focus to keep pace with the changing 
defense environment. Decreased de- 
fense funding mandates we focus on 
the primary mission of readiness while 
continuingto provide peacetimehealth 
care to our beneficiaries. Part of our 
readiness reengineering effort seeks to 



address issues spotlighted duringOp- 
erationsDesertShieldand Desert Storm, 
How are we doing with this reengi- 
neering effort? By what measure do we 
say we are ready? 

In September 1 997 VADM Harold 
M. Koenig, MC, Surgeon General of 
the Navy, appointed CDR Dan Snyder, 
MSC, Director of the Readiness 
Reengineering Task Force (RRTF) and 



charged the group with implementing 
Total Health Care Support Readiness 
Requirements (THCSRR) readiness 
concepts. As part of the RRTF, the 
Evaluation Tiger Team is working on 
Navy medicine' s readiness measures — 
a Navy medicine Status of Resources 
and Training System (SORTS). 

SORTS is not a new idea. The Navy 
line has been using it for years. Navy 
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SORTS is ahighly complex worldwide 
system thatreports unit readiness lev- 
els for deployment in various mission 
categories. Reports include the readi- 
ness status of personnel, equipment, 
supplies, and training for the whole 
unit.(/)TheNavy periodically reports 
SORTS data to the Joint Staff, who use 
the information in the Joint Monthly 
Readiness Report. SORTS' primary 
purpose istrackingandreportingwar- 
time capability shortfalls. It also pro- 
vides a means of contingency force 
selection based on SORTS ratings, 
moves resources between units, and 
detects readiness issue trends. (2) 

Navy medicine doesn't have the 
resourcestoduplicate the line's SORT 
System, but the concept provides a 
useful mobilization platform readiness 
measure. The stop light display, shown 
in Figure 1 , provides a clear picture of 
platform readiness status. Usingthisas 
a starting point, the Evaluation Tiger 
Team has been developing a simplified 
SORT System to gather and display 



mobilization readiness information 
about our major platforms. These are 
the T-AHs, fleet hospitals, casualty 
receiving treatment ships (CRTSs) 
(LHAs and LHDs), Mari ne Corps units, 
and three overseas medical treatment 
facilities (U.S. Naval Hospital Guam, 
U.S. Naval Hospital Okinawa, and 
U.S. Naval Hospital Yokosuka). The 
combat or"C" status reflects prospec- 
tive platform readiness status (not the 
readiness status of the source hospital). 
Several information sources con- 
tribute to readiness status determina- 
tion. Many platforms staffed by Navy 
medicine already report data into the 
Navy SORT System. Equipment and 
supply reports are routinely sentto the 
Navy for the T-AHs and fleet hospitals. 
Why do we need a separate Navy 
medicine SORTS — isn't that redun- 
dant? TheNavy SORTS includes some 
med ical platforms butdoesn't provide 
much Navy medicine readiness infor- 
mation; itnecessarily concentrates on 
the deployment readiness of the fleet 



and Fleet Marine Force. Navy 
medicine's leadership must have per- 
sonnel andtrainingdetailsto determine 
readiness. 

Assi gn i ng the right individuals with 
the right training on the right equip- 
ment has long been a challenge. As our 
information systems improve, we are 
refiningour understanding of readiness 
i ssues through data tracki ng and analy- 
sis. ANavy medicine SORTS display 
provides the vehicle to convey both 
summary and detail information. 

Figures 2 through 5 illustrate this 
concept. The notional SORTS display 
shows a C3 status for the T-AHs. 
Figure 3 reveals C3 status is actually on 
USNS Comfort. Figure 4 shows Com- 
fort is only C3 in the area of personnel, 
and Figure 5 shows the problem is a 
shortage of critical care nurses. Figure 
6 defines the mission categories and 
resource areas shown on the displays. 

The Standard Personnel Manage- 
ment System (SPMS)tracks personnel 
information formobilization. This is a 
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SORTS Terms 



Mission Areas 

- FSO - Fleet Support Operalions 

(primary mobilization mission for Navy medicine) 

- MOB - Mobility (ability of the ship to get underway) 

- NCO - Non-Combatant Operations 

Resource Areas 

- Personnel (includes availability of personnel as well as the 
accomplishment of administrative and training requirements) 

- Equipment (Operabiliry of both medical and non-medical 
equipment) 

- Supplies (level of mission critical supplies on hand) 

- Training (accomplishment of required unit training) 



Figure 5 
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legacy system and will be phased out. 
Until the replacement system is de- 
ployed, it is crucial we maintain the 
SPMS data base to monitor readiness. 
As the development ofNavy medicine 
SORTS progresses, we hope to estab- 
lish a link between SPMS (and later its 
replacement system) and a SORTS 
display program thatwill automatically 
capture personnel data as an aggregate 
measure of platform readiness. 

The Navy medicine SORTS incor- 
porates the tiered readiness concept. 
A few years ago the Navy recognized 
that immediate deployment readiness 
for all units was generating unneces- 
sary expenditures. A tiered readiness 
concept uses more realistic mobiliza- 
tion and deployment time frames. 
Navy medicine SORTS will measure 
readiness using the tiered structure as 
well. 

Most of the concepts displayed in 
this illustration are being used in line 
Navy SORTS. With Navy medicine 
SORTS we can more closely monitor 
the readiness details and issues forthe 
Medical Department leadership. The 
Evaluation Tiger Team will continue 
refining the display criteria. We hope 
the system will be ready for use in 6-9 
months. Comments and ideas for the 
developmentofNavy medicine SORTS 
would be greatly appreciated and may 
be forwarded to PBTurner@ US. med. 
navy.mil. 

References 

1 . Naval Warfare PublicationNWP-10-l-l 1 (Rev. 
A), Status of Resources and Training System 
(SORTS), Chief of Naval Operations; September 
1987. 

2. Paying for Military Readiness and Upkeep: 
Trends in Operations and Maintenance Spending, 
Congress ional Budget Office ; September 1997. Q 



CDR Turner is Special Assistant to the 
Surgeon General forReadinessReenginee ring 
(MED-09R), Bureau of Medicine and Surgery, 
Washington, DC, and Director, Readiness 
Reengineering Task Force (OPNAV-93 1 B 1 ). 



NAVY MEDICINE 



Feature 



NMC San Diego's Skipper 

Nominated for 

Surgeon General 



RADM Richard A. Nelson, Commander, Naval Medical Center (NMC), San Diego, 
CA, has been nominated to become the Navy's newest Surgeon General. 

Secretary of Defense William S. Cohen announced that President Clinton had 
nominated Nelson for appointment to the grade of vice admiral and assignment as 
Chief of the Bureau of Medicine and Surgery and Surgeon General. Nelson has served 
as the NMC San Diego Commander and Lead Agent, TRICARE Region Nine since 
August 1993. 

"I'm humbled by the prospects of the job and what it means," he said. "I look 
forward to the opportunity of being one of the leaders of our Navy and Marine Corps 
medical personnel, as well as being their advocate within the leadership of the De- 
partment of Defense, the Navy, and our public." 

Nelson was born near Perkin, OK. He received a bachelor of science degree from 
Oklahoma State University and a doctor of medicine degree from the University of 
Oklahoma. He completed a residency in occupational medicine at the University of 
Cincinnati. 

Nelson entered the Navy in 1967 with initial duty at Naval Hospital Corpus Christi, 
TX, and Naval Ammunition Depot, McAlester, OK. His other career highlights in- 
clude command of the Navy Environmental Health Center in 1 974 when it was located 
in Cincinnati, OH, and again in 1981 after it was relocated to Norfolk, VA. He was 
Commanding Officer at Naval Hospital Bremerton, WA, from 1 989 to 1 99 1 . Before 
assuming his present position, RADM Nelson served as Fleet Surgeon, Command 
Surgeon for the U.S. Atlantic Command and Medical Advisor to Supreme Allied 
Command Atlantic. 

Nelson is certified in occupational medicine by the American Board of Preventive 
Medicine and is a member of the American College of Occupational and Environmen- 
tal Medicine and the Association of Military Surgeons of the United States. 

—Reprinted from BUMED MEDNEWS-98-21 
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Feature 



Taking Care to the Deckplates 

The MSC Way 



LT Mark J. Stevenson, MSC, USN 



For the past 2 years the Office of the Medical Service 
Corps at the Bureau of Medicine and Surgery 
(BUMED), Washington, DC, has sponsored several 
demonstration projects that evaluated the effectiveness of 
assigning one physical therapist and physical therapy tech- 
nician and oneclinical psychologist and psychiatry techni- 
cian aboard aircraft carriers. The idea of putting Medical 
Service Corps clinicians at sea was originally generated by 
requests from the fleet. 

WorkingwithOPNAVCodesN-l,N-88,N-931,andthe 
fleet to support the Surgeon General's initiative of taking 
health care to the deckplates, the officer and enlisted billets 
on the carriers have been established with the first specialist 
reporting to USS Abraham Lincoln in May 1998. "This 
initiative provides the opportunity to significantly enhance 
the quality of life and readiness in the carrier battle groups 
and theirair wings by improving health care available to the 
crew," commented RADM Ed Phillips, MSC, Director of 
the Medical Service Corps. He further noted, "We realize 
that recommending crew expansion when the Navy is 
downsizi ng appeared to be out of step . However, we be I i eve 
this initiative isclearlyacase of subtraction by addition. As 
crews become smaller it will become even more important 
to keep them healthy and on the job. These health care 
providers and technicians will dojustthat!" 

The clinical psychologistwillserveas the ship's primary 
mental health provider supervising the ship's CAAC and 
tobacco cessation programs, provide suicide awareness and 
stress management training, coordinate with the Family 
Services Center (FSC) while in port, conduct Critical 
Incident Stress Debriefs (CISD), and serve as an invaluable 
counselorto the chain of command. Theclinical psycholo- 
gists have the credentials to diagnose authoritatively moti- 
vation, evaluate and deal with uncomfortable situations, and 



are particularly skilled in assessing/treating problems of 
addictive behavior. 

The physical therapist will serve as the ship's primary 
musculoskeletal injuries/screening provider and conduct 
health promotion training to include low back/knee work 
hardening, ergonomic analysis, and spinal rehabilitation. 
They come to their ship with an extensive background in 
anatomy, physiology, neurology, kinesiology, hydrotherapy, 
exercise physiology, sports medicine, softtissue/jointmo- 
bi I ization, research methods, and problem-solving ability. 

LT Helen Napier, MSC, a clinical psychologist who 
served aboard USSift/^//aw*(CV-63)from August 1 996 
to February 1 997 said, "Subjectively, th is deployment has 
been the most rewarding experience I've had in the Navy. 
There is simply no other way to comprehend the daily 
shipboard lifestyle than to live it. Theoverall psychological 
atmosphere and stressors of the ship change frequently in 
response to deployment events and stages. Shorter TAD to 
the ship would undoubtedly give an artificial snapshot of 
deploymentrigors. Even minor changes such as E-mail and 
Sailor phone outages dramatically affect the crew. Hitting 
'hump day' (midpointofthe cruise) immediately refocused 
the perspectiveof the crew toward home and the subsequent 
problems to follow; relieving some problems while exacer- 
batingothers. Any Sailorsuffering homesickness can look 
ill in a doctor's office in CONUS. However, by living here 
over time, I developed a finer tuned threshold for what is 
normal given the ships environment and stage/event of 
deployment." 

LT Napier further noted, "As a professional, I will 
hopefully serve my seagoing patients with amore informed 
and mature clinical eye. Most importantly, I had fun and I 
now feel a greater sense of belonging to the blue- waterNavy. 
As compared to my former perspective of carrying a 
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' hectic' clinic schedule, I supported a heavier caseload and 
worked longerhours." 

During this deployment LT Napier conducted 1 60 new 
patient evaluations, 272 patient fol lowup sessions, and 1 04 
crew contacts for group therapy/education. Of these, only 
seven needed medical evacuation to CONUS for further 
care due to the severity of their illness (including psychosis, 
clinical depression with suicideattempt, and alcohol depen- 
dence with medical complications). 

The most beneficial aspect of providingtreatment under 
way will be teaching patients to cope with their problems 
whileremaining involved intheirjobs. This will helpgivethe 
crew the conviction that they can survive adversity and keep 
on going. In a less therapeutic role, but helpful to the ship, 
theciinical psychologistwill work closely with legal, EEO, 
NCIS, and the chain of command to handle crewmembers 
with behavioral problems that would have previously been 
considered "psyche" cases and medically evacuated to 
CONUS. LTNapier commented, "Overall, theproject has 
seemed extremely successful and I am grateful for the 
opportunity. I will strongly encourage my fellow psycholo- 
gists to fight for the chance to deploy." 

CDRHomerMoore,MC,seniormedicalofficer(SMO) 
on board USS Kitty Hawk noted, "If 1 were the SMO on 
some other carrier, 1 would simply insist on having a 
psychologist on board my ship too. Having a clinical 
psychologist in our medical department transformed my 
very existence as an SMO. But, besides the benefits that 
have accrued to me personally, the single most significant 
justification for having an em barked psychologist is that it 
unequivocally has served to keep players on the field." 

LTLanny Boswell, MSC, a physical therapist, served on 
board USS Enterprise (CVN-65) from June to December 
1996. During his deployment LT Boswell concentrated on 
three areas: ( 1 ) as a sick call prov ider for the evaluation and 
early access to crewmembers sustaining musculoskeletal 
injuries, (2) the rehabilitation of injured personnel and their 
return to full duty status as quickly as possible, and (3) the 
prevention of new injuries by conducting work space 
analysis, injury prevention classes, andproperly rehabilitate 
past injuries. 

.-The presence of aphysical therapist resulted in a savings 
of 1,344 light-duty days when compared to the same 
number of patients seen without rehabilitation services, 
decreased orthopedic medical evacuations from the average 
of 36 (last two Mediterranean deployed carriers) to 9, 
decreased the nonsurgical orthopedic medical evacuations 
from 16 (last deployment) to 0, broadened the range and 
qual ity of avai 1 ab 1 e care thereby i ncreas i ng the fl eet S ai lors 
quality of life, elevated the skill level of the ship's medical 



department in the management of musculoskeletal injuries, 
and elevated the knowledge base of the crew toward the 
prevention of musculoskeletal injuries through work-hard- 
ening classes and work space ergonomic analysis. 

LT Todd Sander, MSC, a physical therapist who de- 
ployed on board USS John Kennedy (CV '-67) from April to 
October 1 997 commented, "This endeavor has been one of 
the most challenging and rewarding assignments of my 
career in the Navy. The crew of USS John F. Kennedy has 
been most supportive ofmymission."Usinghis credentials 
as a musculoskeletal screener, LT Sander was able to 
provide immediate physical therapy services to over 500 
Sailors and Marines with over 1,500 patient contacts. 
DuringthisdeploymentLT Sander saved over $50,000 and 
thousands of work hours for Sailors and Marines in the 
carrier battle group for nonsurgical orthopedic medical 
evacuations.NotoneSailororMarinewassenttoCONUS 
specifically forthis reason. 

While on board Kennedy LT Sander implemented a 
health promotions program, coordinated a 1 -day health fair, 
and developed aset of exercise injury-prevention videosthat 
aired across the closed-circuit television aboard the ship. 
Working with the physical therapy clinic at U.S. Naval 
Hospital Sigonella, Italy, LT Sander was able to get several 
postsurgical patients from the battle groupreturned to their 
ships to complete their rehabilitation and be a productive 
member of the crew. This included an EW3 who was an 
essential member of the Combat Systems department 
during Arabian Gulf exercises. 

The following phased implementation plan was devel- 
oped withN-8 8, N-931, and BUMED to ensure maximum 
success by allowing for growth in the inventory, establish- 
ment of a manageable detailing profile, and integration of 
these officers into the ship's that deploy first: FY98: USS 
Enterprise, USS Abraham Lincoln, and USS Carl Vinson. 
FY99: USS John F. Kennedy, USS Kitty Hawk, and USS 
Theodore Roosevelt. FY00: USS John C. Stennis, USS 
Dwight D. Eisenhower, USS Harry S. Truman, and USS 
George Washington. FY01: USS Nimitz. 

RADM R.L. Christenson, Head, Aviation Manpower 
and Training Branch noted, "These health care providers 
will not only improve the quality of life for our Sailors by 
offering a broader range of patient/medical care, but at the 
same time, increase efficiency and improve operational 
readiness." □ 



LT Stevenson is assigned to the Office ofthe Medical Service Corps 
(O0MSC), Bureau of Medicineand Surgery, Washington, DC. 
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Readiness Concerns in 
Operational Anesthesia 



LCOL Jerry L. Brown, MC, USAR 
LCOL Eugene J, Murdock, Jr., NC, USAR 
MAJ Dewey Galeas, NC, USA (Ret.) 
CAPT Arthur M. Smith, MC, USNR 



The armed services are undertaking the most sweep- 
ing force reduction seen in 40 years. Inevitably, the 
attritionofmilitarymanpowerwillbematchedbya 
concomitantdecreasein supporting resources. Recent DOD 
studies have concluded that the size of the current active 
duty medical force is greater than twice that required for 
meeting the threats of the post-Cold War period. Major 
reductions in military medical personnel strength are the 
expected outcome of this force real ignment. 

As we then prepare to conduct military operations in two 
majorregional conflicts simultaneously, utilizingthe support 
of adownsized militarymedical cadre, medical operational 
readiness inevitably assumes a greater priority. Resources 
to support this responsibil ity m ust obviously be sustained, 
including the equipment, supplies, personnel, and training 
necessary for ensuring implementation of the medical 
readiness mission. 

The administration of field anesthesiato combat casual- 
ties is an important component of the medical readiness 
mission. Furthermore, natural and man-made disasters 
occur almost daily, often producing large numbers of 
casualties that rapidly overwhelm even the most sophisti- 
cated emergency medical system. Since military anesthesia 
providers are frequently called upon for humanitarian 
support around the globe, theirtraining must include a solid 
foundation in emergency anesthetic care under suboptimal 
conditions, even in the absence of the threat of combat. 

Although medical special izationand good training imply 
adaptability, an anesthesia provider(physician anesthesi- 
ologist or certified registered nurse anesthetist (CRNA)) 
trained withinthe last 1 5years may have difficulty comfort- 
ably providing safesurgical anesthesia without the security 
of the sophisticated equipment, drugs, and compressed 
gases that are now considered essential for modern anesthe- 



sia. For military anesthesia providers, it is important that 
their competence be extended to facilitate adaptation to 
environmentally and logistically adverse situations where 
suchextensivetechnical and logistical support may not be 
available. 

Fundamental Components of Operational Anesthe- 
sia. Familiarity with the implements and techniques of 
operational anesthesia is a critical component of military 
medical readiness. The techniques of total intravenous 
anesthesia as well as local nerve blocks and regional 
anesthesia may be very useful under certain conditions. To 
complete their formal training in anesthesia care delivery 
within theaustere environment, military anesthesia provid- 
ers also need training in use of the field equipment presently 
available for general anesthesia, as well as techniques 
required for managing the impact of both altitude and high 
environmental tern peratureuponanesthesiaadministration. 

Total Intravenous Anesthesia. This is the most com- 
mon method available for producing anesthesia in the field 
duringshort surgical procedures such as the amputation of 
atrapped unsalvageable limb. Despite its attractive simplic- 
ity, however, the technique requires continued practice and 
familiarity to achieve sufficient expertise. Administered by 
competent personnel, it has proven very satisfactory over 
a large numberof cases. Apparatus required includes sterile 
syringes, needles, infusion apparatus, and drugs. The re- 
quirement for multiple essential drugs, all of which need to 
be kept sterile, is also aspecial disadvantage in the austere, 
logistically constrained setting. 

Regional and Local Anesthesia. Effective local anes- 
thesia nerve blocks and major regional anesthesia (such as 
spinal and epidural techniques) require careful planningand 
constant practice. These real ities often preclude their use in 
field situations forother than theprovision of pain relieffor 
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muscle and skeletal injuries. The equipment required is 
generally compact and portable, but needs to be kept steri le. 
Disposablesyringes, needles, and microcathetersof practi- 
cally every configuration are generally available in peace- 
time facilities, as well as a wide variety of anesthetic 
preparations. Only a limited selection of implements and 
agents may be available in the operational setting, however. 
Versatility in the capabilities of the anesthesia provider is 
crucial. 

Field Anesthesia Machine. The decades-old Field 
Anesthesia Machine or FAM 885A has been utilized with 
great proficiency by U.S. mi litaryanesthesiapersonnel since 
the Vietnam confl ict. The triservice FAM 885A was devel- 
oped to provide a field-hardened portable anesthetizing 
device for operational (Field) surgery. It has since been a 
standard component of field medical equipment, and for 
years the principal form of anesthesiaequipment with in the 
surgical facilities aboard the larger Navy amphibiousassault 
ships. It is also found in expeditionary medical units such as 
fleet hospitals and Marine surgical companies. The unit's 
design maximizes portability, simplicity, and agent utility at 
the expense of contemporary peacetime safety systems. It 
has since been a standard component of field medical 
equipment and is found in expeditionary medical units such 
as fleet hospitals and Marine surgical compan ies. Although 
the large amphibious assault ships have theirtwo primary 
operating rooms outfitted with EXCEL 210 units, the 
secondary operating rooms (two on each LH A and four on 
each LHD) are outfitted with the FAM 885A with a 
respiratory gas monitor attached. 

The FAM 885A is designed with a Vernitrol vaporizer 
that will allow the administration of any number of volatile 
anesthetics, from ether to isoflurane. Whilethe Vernitrol is 
capable of giving a lethal dose of anesthetic if not properly 
monitored and adjusted, and lacks contemporary fail-safe 
system integrity monitors that generate alarms in the event 
of a system failure, it should be noted that even during the 
Vietnam conflict its predecessor (FAM 885) proved to be a 
very reliable and durable instrument with an exceptional 
safety record. Nevertheless, as with all technical compo- 
nents, those charged with responsibility for utilizing the 
equipmentrequire "hands-on" instruction and experience in 
its operation. 

Drawover Anesthesia. Most standard anesthesia ma- 
chines, including the FAM 885A, are dependent upon 
medical gases for vaporization of the volatile anesthesia 
agent. An adequate supply of cylinders of compressed 
anesthetic gases, most notably oxygen, is often a major 
logistical problem in the setting of combat. Drawover 
anesthetic systems are the most versatile solution for 



meeting requirements of field anesthesia. Known concen- 
trations of anesthesia agents can be delivered, and there 
is no absolute requirement for a compressed gas supply, 
since air can be used as the carrier gas. This minimizes or 
eliminates the need to transport heavy oxygen cylinders. 

Theoldestmethodforproviding inhalational anesthesia 
involved breathing air, perhaps enriched with oxygen if 
available, drawn over a volatile anesthetic agent such as 
ether. This "drawover" principlewassimilarly employed 
during the earlier era when a handkerchief containing 
anesthetic was held to the patient's face. Since few instru- 
ments forundertaking this typeof anesthesia were calibrated 
to deliver a known measured concentration of anesthetic 
agent, the anesthetist or anesthesiologist depended primarily 
upon his/her observations ofapatient's general vital signs 
and cond it ion , rather th an u pon spec i fi c m easurements from 
sophisticated mon itoringdevices, such as are now in use in 
modern facilities. 

The drawover system is a portable anesthetic apparatus 
that is small, light, portable, and simple to use, but suffi- 
ciently versatile to meet the more sophisticated anesthetic 
requirements of a field or base hospital. It may also be 
required to operate under conditions of reduced barometric 
pressure (i.e., in aircraft or mountainous regions), and its 
performance has been well documented between sea level 
and a height of 4,000 meters. 

During the Soviet invasion of Hungary in 1 956, oxygen 
supplies were depleted within 3 days. Subsequently, in the 
United States, 400 drawover devices were purchased by the 
New York State Civil Defense Department in preparation 
fora possible catastrophe. Drawover systems were standard 
equipment for U.S. Civil Defense hospital units in the 
1960's, and anesthesia provider trainees at that time were 
taught to administer anesthesia without using supplies of 
compressed gases. 

Medical units of the Israeli Armed Forces used drawover 
units during the Yom Kippur War in October 1 973. British 
Armed Forces medical units involved in the high-tempera- 
ture environment of Oman, and the ongoing conflict in 
Northern Ireland, have used them extensively. 

During May 1982 British naval forces regained control of 
the Falkland Islands and provided the first example of 
prolonged use of the drawover apparatus under field con- 
ditions. On that occasion, air superiority was not assured, 
and helicopter evacuation of wounded was not always 
possible in atimely fashion. Argentinian airattackson supply 
ships further hindered the replenishment of consumable 
goods. Instruments designed to deliver anesthesia by using 
the simplified "draw over" technique were effectively 
utilized by British medical teams in more than half of their 



July-August 1998 



11 



surgical cases. Two anesthetists from the Royal Army 
Medical Corps were part of the initial Parachute Field 
Surgical Team assigned to provide operative and anesthetic 
care on the Islands. The anesthetists reported that 133 
inhalation anesthetic procedures were performed with this 
apparatus. The distribution of injuries is important to note. 
In keeping with the historical record from most previous 
military conflicts, 65 percent of all injuries were to the 
extremities, and 75 percent of all general anesthetics were 
for cleaning and removal of debris and dead tissue from 
these wounds. Only 4 percent of cases required abdominal 
exploration, and surgical procedures within the chest com- 
posed only 1 percent of the total. 

Variations ofdrawover anesthesia equipment are still in 
regular use with in many Th ird World countries of Africa and 
Asia. Likewise, it is still utilized by some armies as a field 
apparatus, where it is employed for simple as well as 
complex surgery, including majortrauma cases. Duringthe 
1991 Persian Gulf war, 
drawover devices were used 
in U.S. military field hospi- 
tals when supplies of com- 
pressed oxygen were in short 
supply . Th e spartan but eas- 
ily transportable Universal 
PAC drawover anesthesia 
equipment was effectively 
utilized by U.S. Army medi- 
cal personnel attached to 
Forward Area Surgical 
Teams (FASTs)during Op- 
eration Just Cause in 
Panama, during operations 
in Honduras, the Persian 
Gulf, and elsewhere. 

Drawover anesthesia is 
thus a useful concept that 
expands the delivery of an- 
esthetic care in the Field, 
bothinthecivilianandmili- 
tary settings. Recent armed 
conflicts, natural disasters, 
and ongoing humanitarian 
missions todeveloping coun- 
tries have renewed interest 
in thesedevices. Ironically, 
in the United States the 
drawover vaporizer is avail- 
able only to the military, 

Field anesthesia machine 




who in turn are forbidden to use it in their own hospitals 
during peacetime! 

CurrentParadox 

During Operations Desert Sh ield and Desert Storm, the 
General Accounting Office (GAO) reported that many 
military physicians were exposed for the first time to the 
array of technology of 1970's and early 1980's vintage 
contained within deployable medical systems (DEPMEDS) 
or fleet hospitals. Since the equipment overtly lacked the 
incorporation of contemporary technical advances, health 
care personnel often judged it to be of poor quality, and 
occasionally characterized itas archaic. Havingbeen infre- 
quently offered the opportunity for adequate priortraining 
upon the field equipment contained within DEPMEDS, 
many physicians bypassed the official supply system and 
resorted to telephone contact with private resources in 
CONU S, hoping to obtain personal de 1 i very of "up-to-date" 

medical equipment. Wasthis 
a reflection upon the ad- 
equacy, durability, and 
safety oftheequipment?No 
doubt it was primarily a re- 
sult of inadequate prepara- 
tion of medical personnel 
for functioning within the 
"austere butadequate" field 
environment of combat. The 
Services are pursuing re- 
placement of the FAM 885A 
witha"commercial off-the- 
shelf product with modifi- 
cations* to improve field sur- 
vivability. The intent is to 
have a replacement unit that 
is comparable to the tech- 
nology used day to day in 
our fixed facilities. This de- 
cision is made from the un- 
derstandingthat production 
of MILSPEC medical sys- 
temsis not feasible in today's 
environment when the re- 



*The new contract is anticipated 
to be awarded during the fourth quar- 
ter of FY98. The Marines have tar- 
geted funding to begin replacement 
of their FAM 885 A's in FY98. Fleet 
units will be supported in FY99. 



unpacked and ready for use 
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suitingmedical system has limited commercial application. 
Toensurefieldingofequipmentthat is logistically support- 
able throughout its lifecycie we must turn to available 
commercial products. Consequently, military medical ser- 
vices are left with two equally compel ling mandates: real is- 
ticaliy modifying existingequipment to upgrade efficiency 
and safety, and implementing mandatory training upon 
deployable anesthesia equipment in such a manner that 
training requirements are met, yet patient safety is not 
compromised. The compel ling nature of these mandates is 
further underlined by the reality that due to retirement and 
attrition, many of those anesthesia providers who have 
previously achieved competence in the use of this equip- 
ment are no longer active members of the armed forces. 

It is acknowledged that despite its successful field testing 
duringthe Falklands conflict, long-term use ofthedrawover 
vaporizer system is indeed tiring for an anesthesia provider. 
Furthermore, it is relatively inefficient as an anesthesia 
technique. When utilizing this equipment, the anesthetist 
must accept the real ity that lower levels of oxygenation are 
achieved in the blood of patients receiving such anesthesia. 
And this may com pi icate combat injuries where blood loss 
and dehydration of casualties have already occurred. Given 
its simplicity, portability, and proven effectiveness in a 
popu lation of relatively young patients, however, it remains 
al I that is available considering the current emphasis upon 
FAST deployments in combat contingencies. Neverthe- 
less, it does remain a difficult and austere anesthetic 
technique, which requires practice before safe utilization 
can be assured. 

Training Imperatives 

The design requirements foranesthesiaequipment com- 
monly used in the operational theater mandate that it be 
compact, I ight, durable, and capable of beingcarried to any 
part of the world on very short notice. Furthermore, it must 
be versatile, capable of working over a wide range of 
temperatures and altitudes, and require a minimum of 
maintenance. Rarely, will the sophisticated anesthesia tech- 
nology of the modern surgical suite match or satisfy such 
criteria. Indeed, the Field AnesthesiaMachinehasa virtually 
untarnished record of physical reliability, and patient injuries 
which have occurred during its use can be traced either to 
improper use of the equipment or poor maintenance and 
calibration. The latter is a risk shared by all anesthetizing 
devices. As such, anesthesia providers must be capable of 
functioning without "cutting edge" technology, and must 
learn to monitorthe status oftheirpatients utilizing ski lis not 
commonly required in modem peacetime surgical facilities. 

To truly achieve operational medical readiness, every 



deployable military anesthesiacare provider must receive 
su fficient training in use of the present field equipment, and 
become facile in its operation. Anesthetists who have not 
worked with this device are at a disadvantage when mobi- 
lized and deployed to a forward surgical facility. This 
trainingmustbeaccomplisheddespitethecaveats issued by 
the FDA and the manufacturer; warnings which are pri- 
marily attempts at avoiding liability issues. In fact, such 
train inghasalready been randomly accomplished at various 
Army medical training facilities. 

In some Army nurse anesthesia training programs, for 
example, a requirement existed for students to perform a 
minimum of 10 cases upon the 885A Field Anesthesia 
Machine. In at least one major Army medical center, during 
the early phases of preparation for deployment to Opera- 
tions Desert Shield and Desert Storm, some Army providers 
were indeed trained to perform anesthesia upon active duty 
personnel using the Field Anesthesia Machine. During 
surgical procedures the breathing circuit from the device 
was placed in series with modern hospital-based monitor- 
ing equipment, including disconnect and hypoxia alarms, 
to ensure patient safety until student competence was 
assured. 

To meet the training requirements for providing safe 
anesthesia care to our Soldiers, Sailors, and Marines in all 
environments, military medical leadership mustacknowl- 
edge its responsibility for training practitioners on the 
avai lable anesthesiaequipment, as well as field techniques, 
before their utilization is required. The need for this is 
indisputable. It cannot be overemphasized that in order to 
avoid making and repeating fatal mistakes in future opera- 
tional activities, experience with these techniques must be 
acquired before their use is required in an emergency. 
Clearly, legal obstacles must be identified and formally 
overcome. Likewise, innovativemeans for facilitating train- 
ing must be encouraged, such as the previous programs of 
the triservice Joint Medical Readiness Train ingCommand 
at Fort Sam Houston, TX, which provided a combat 
anesthesia training program aimed primarily at Special 
Forces medics. In our current quest for medical readiness, 
these should be priority issues for military medical leader- 
ship and must be promptly and realistically addressed. 

□ 

l.COL Brown is Assistant Professor of Anesthesia at the Medical 
College of Georgia, Augusta, GA. LCOL Murdock is Director of 
Certified Registered Nurse Anesthetist (CRNA) Services at the same 
facility, MAJGaleasisa member of the CRNA staff at the same facility. 
CAPT Smith is Clinical Professor ofSurgory and Clinical Professor of 
Military and Emergency Medicine at the Uniformed Services University 
oflhe Health Sciences, Bethcsda, MD. He is also Professor of Surgery 
(Urology } at the Medical College of Georgia. 
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Force Surgeon 

at 
Work 



LCDR Maureen Connolly Olson, MSC, USNR 



On board the U.S. Navy's Ad- 
ministrative Support Unit 
Southwest Asia(ASU SWA), 
stands a small trailer belonging to 
the U.S. Naval Forces Central Com- 
mand's Force Surgeon. Outside, the 
midmorning temperature has already 
reached a shirt-soaking 110°F. Inside, 
CAPT Elaine Holmes, MC, Force Sur- 
geon; LCDR Johnnie Johnson, MSC, 
Deputy Force Surgeon; HMCS(SW) 
Thomas R. Kane, Force IDC; and 
HM1 PamelaE. Paige, Force Medical 
Assistant, all clad in Desert Camou- 
flage Utilities (DCUs), are hard at 
work. 

As both the USNAVCENT Force 
Surgeon and the USCENTCOM Force 
Surgeon Forward, CAPT Holmes is 
the principal medical advisor and spe- 



cial assistantto the Commander, Un ited 
StatesNaval Forces Central Command 
(COMUSNA VCENT) and is involved 
in the provision of al I Area of Respon- 
sibility (AOR) theater medical care. 
One lookataMiddle East map will tell 
you that responsibility for this expan- 
sive area is a tough job. Encompassing 
7.5 millionmiles of land and sea, AOR 
includes the 20 countries of Afghani- 
stan, Bahrain, Djibouti, Egypt, Ethio- 
pia, Eritrea, Jordan, Iran, Iraq, Kenya, 
Kuwait, Oman, Pakistan, Qatar, Saudi 
Arabia, Seychelles, Somalia, Sudan, 
United Arab Emirates (UAE), and 
Yemen. 

The Office of the Force Surgeon 
was created in September 1987 in 
response to the concern of inadequate 
medical support for a major or multi- 



casualty situation within this dynamic, 
high-threat operational area. Originally 
located on board the flagship USS 
LaSalle, the Force Surgeon, alongwith 
the rest of the NAVCENT staff, was 
brought ashore in March 1 993 to oc- 
cupy its current location in Manama, 
Bahrain. 

CAPT Holmes and her staff are 
responsible for providing medical guid- 
ance for all AOR patient care and 
medical intelligence issues. They de- 
termine theater health care require- 
ments during both peacetime and con- 
tingencies. They deal with a host of 
theater preventive medicine issues and 
requirements and provide guidance to 
afloat units in theareas of direct patient 
care, medical guidance for port visits, 
and theater medical assets. They inter- 
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face constantly with American Em- 
bassy personnel, host nation medical 
personnel, and other U.S. m ilitary health 
care facilities and providers. "If it's 
medical this office is involved. There 
are many unique clinical challenges in 
this region — trauma, CB W threat, in- 
fectious diseases, and heat-related ill- 
nesses. We've been involved with a 
number of life-threatening diseases, 
cases involving gunshot wounds, and 
severe casesofChlamydiapneurnonitis 
and necrotizing fascitis in this AOR," 
CAPTHolmes said. 

Demanding and challenging even 
under the best of circumstances, the 



rigorsofthese responsibilities areexac- 
erbated by the unique military, politi- 
cal, and cultural dynamics of each of 
the 20 AOR countries. All decisions 
must be tempered and handled with 
extreme sensitivity. "The majority of 
the Middle Eastern countries in this 
AOR are governed by Muslim law. 
We have to respect their rel igious and 
cultural beliefs and practices, while at 
the same time, assure timely and ad- 
equate medical care for our service 
members," said CAPT Holmes about 
this important issue. "Oftentimes these 
sensitivitiesdocreateasigni ficant chal- 
lenge for us. For example, many of 



the countries throughout the AOR do 
not permit blood or blood products to 
travel across their land or air space. 
That is just one of the many logistical 
issues we face on a daily basis. The 
Muslim month-long celebration of 
Ramadan also creates a whole new 
set of challenges that we have to plan 
for." 

CAPT Holmes was quick to dispel 
the widely held bel ief that medical care 
within the AOR is different than that of 
American or Western facilities. "This 
office has traveled to almost every 
country, assessingfirsthand the level of 
care available throughout our AOR. 
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We have found that several areas in the 
Gulf have largecityormunicipal hos- 
pitals that provide care comparable to 
American standards and are capable of 
handling most any type of medical or 
surgical emergency. 

Here in Bahrain, we have an agree- 
ment with the International Hospital of 
Bahrain (IHB) and American Mission 
Hospital (AMH) to provide primary 
and surgical care for our forces ashore 
and afloat, and for their family mem- 
bers. Most of the physicians at these 
facilities are Western-trained, and all 
ASUSWAandNAVCENT physicians 
are granted courtesy privileges for 
providing collaborative care to those 
U.S. military personnel and their fam- 
ily members who are patients there." 
The Healthcare Support Office (HSO) 
in Norfolk, VA, has evaluated these 
facilities in the past and will beinvited 
to visit both ofthese hospitals again this 
year to provide an updated assessment. 

The Force S urgeon ' s office has i den- 
tified other hospitals throughout the 
AOR that offer specialties in neo- 
natology, neurosurgery, trauma, burns, 
cardiac, dental, and nuclearmedicine. 
Particularly noteworthy is an eight- 
person steel hyperbaric chamber in Al 
Jubail, Saudi Arabia, and the recently 
opened American Hospital in Dubai, 
United Arab Emirate, a 100-bed com- 
munity-type hospital that was built 
with U.S. standards in mind. 

In addition to identifyinghost nation 
support facilities in the AOR, CAPT 
Holmes and her staff are also kept busy 
with port visits to all U.S. Navy ships 
that enter the Arabian Gulf. Upon 
enteringthe Gulf, each ship receives an 
INCHOP brief, which is either con- 
ducted at pierside in Bahrain for the 



smaller surface combatants and logis- 
tics ships, or out at sea where the staff 
is transported by helo to the larger 
aircraft carriers and amphibious plat- 
forms set at anchorage. "Communica- 
tion is vital to our mission here. By 
participating inthe INCHOPbriefs, we 
are able to talk directly with each ship's 
medical department to discuss the ser- 
vices and assistance this office can 
provide," said CAPT Holmes. "It is 
important that we establish constant 
communication with them during their 
time in the AOR. We want them to be 
able to consult with us easily and have 
the opportunity to discuss any medical 
concerns or problems they may have 
encountered duringtheircruise,"added 
CAPT Holmes. 

The staff routinely has the pleasure 
ofhostingmany distinguished visitors 
to the area. In March of this year, they 
were honored with a visit from VADM 
Harold M.Koenig, U.S. Navy Surgeon 
General, and his staff. During his 2-day 
visit, the Surgeon General had an op- 
portunity to see firsthand the host na- 
tion support facilities available in 
Bahrain. He visited three Bahrain i hos- 
pitals and the ASU SWA medical de- 
partmentand held an Admiral's Call for 
the medical staff. VADM Koenig and 
his staff are takingthe lead in bringing 
advanced technology to the theater. 
Soon the Force Surgeon 's office will be 
able to consult with naval ships, AOR 
military medical facilities, and partici- 
pating hospitals on a variety of medi- 
cally related issues. 

Other distinguished visitors to 
Bahrain have included the Central 
Command (CENTCOM) Surgeon 
fro m Tarn pa, FL; A rm y Cent ra 1 Com - 
mand (ARCENT) Surgeon from Ku- 



wait; Central Command Air Force 
(CENTAF) Surgeon from Dhahran; 
U.S. Military Training Mission 
(USMTM) Medical Officer from Saudi 
Arabia; Office of Program Manage- 
ment Saudi Arabia National Guard 
(OPMS ANG) Medical Officer, Saudi 
Arabia; and the regional medical offi- 
cers and nurses from American Em- 
bassies throughout the AOR. The Force 
Surgeon's office also hosted an Area 
Medical Conference in February for 
medical leaders of all services in the 
AOR. The AOR medical leaders are 
working togethertodiscussjoint con- 
tingencies, share information and ad- 
vice, and coordinatejointtraining op- 
portunities. 

"Th i sj ob i s an extraord i nary oppor- 
tunity providingquality medical careat 
'the tip of the spear.' This AOR has a 
large number of endemic medical chal- 
lenges. When you add the cultural 
challenges, distance, and requirements 
forforce protection, coordinatingmedi- 
cal care for our over 20,000 troops in 
the AOR is an incredible challenge," 
CAPT Holmes point out. "We have a 
superb medical and profession staff — 
the folks at ASU, those on board the 
ships, and the units of other services — 
and outstanding support from the 
CENTCOM Surgeon's office, the 
component's surgeons, and our techni- 
cal experts at BUMED. We, along with 
the excellent work of our joint col- 
leagues in the AOR, are literally the 
'1 ine in the sand' — in an AOR of con- 
stant change and chal lenge." □ 



LCDROIson is Plans, Operations, Medical 
Intelligence (POMI) Officer at Naval Forces 
Central Command, MacDill AFB, Tampa, FL. 
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Medical play in Kernel Blitz 
'97 was one of the largest 
amphibious medical exer- 
cises ever performed; it included Pa- 
cific Fleet, Amphibious Group III, 
and 1st Marine Expeditionary Force 
(I MEF) surgeon's offices in planning 
and execution. Expanding on medical 
play from Kernel Blitz '95,(7,2) KB 
'97 included USNS Mercy exercised 
for the first time as a 250- bed hospital, 
Army Blackhawk helicopters for 
medevac, complete wartime medical 
manning for USS Tarawa, and several 
new telemedicine (TM) demonstra- 
tions. 

The CINCPACFLT Surgeon and 
I MEF tasked the Center for Naval 
Analyses (CNA) to analyze several 
aspects of medical play in KB '97: 
supply augmentation of Mercy, per- 
sonnel augmentation aboard all plat- 
forms, telemedicine demonstrations, 
the blood program, and oxygen. This 
article will start with our analyses of 
suppliesaboard Mercy, and then move 
on to personnel augmentation. Next, 
we will consider telemedicine, the 
blood program, and oxygen . 




USNS Mercy deployed as a 250-bed hospital for the first time in an exercise. 



Supply Augmentation on Mercy, 
Our effort focused on whether medical 
suppl ies would beavailable to the hos- 
pital ship within 5 days. To do this, we 
first calculated the wartime require- 
ment by multiplying the 5-day 1,000- 
bed requirement by 6 to get a 30-day 
requirement. The difference — a 25- 
day, 1,000-bed requirement — was the 
amount that needed to be received by 
the ship within the 5-day period. 

We used preliminary data from an 
Industrial Preparedness Planning(IPP) 
survey that was being conducted by 
the Defense Supply Center, Phila- 
delphia (DSCP), PA. DSCP is part of 
the Defense Logistics Agency (DLA), 
primari ly responsible for food, cloth- 
ing, and medical supplies. The IPP 



survey asks industry manufacturers to 
determine whether they could supply 
the military with specific quantities of 
medical supplies within various time 
periods. DSCP sent out about 20,000 
surveys on about 8,700 "go to war" 
items. At the time of this study, only 
about 1,000 (5 percent) had been re- 
ceived so far. Clearly, our analyses 
were preliminary. 

Our analyses matched the Navy 
Stock Numbers (NSNs) of the ser- 
vices' requirements against the results 
of the survey so far. The analyses 
showed that, of the 1 30 mission-essen- 
tial items, 97 (75 percent) would be 
available in sufficient quantities. Ofthe 
total items, 66 percent could be pro- 
vided on time. Note that we excluded 
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The medical battalion got 97 percent of its 
augments, all of whom were assigned to 
augment a FSSG. 



nonconsumables, such as equipment, 
from these calculations. Although these 
numbers are preliminary (i.e.,based on 
early returns of surveys), they give us 
an ideaofhowmany items may require 
furtheranalyses. For example, once all 
the survey results are in, it is necessary 
to look at whether substitutions are 
possible for the 25 to 33 percent of 
items that appear not to be available or 
of insufficient quantities. We did not 
address whetheralternative supplies — 
forexample, bandages slightly longer 
than those on the Authorized Medical 
Allowance List (AMAL), or different 
dosages of the same medicine — would 
be sufficient to supply Navy and Ma- 
rine Corps needs. 

Personnel Augmentation. We ad- 
dressed two major questions: ( 1 ) Were 
billets filled by appropriate personnel? 
and (2) What other problems arose in 
providing personnel? 

Mercy was planned to be staffed at 
the 25 0- bed leve I . We used the activity 
manpower document (AMD) as a "stan- 
dard" to determine how well the aug- 
mentation process performed. The 
AMD implies that total staff should be 
731 — a full-time staff of 58, which 
would then be augmented by 673 for 
deployment as a250-bed hospital. The 
data we received from Naval Medical 
Center (NMC), San Diego, CA, imply 
that, because of actual "shortfalls" (un- 
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Comparing Afercy's AMD With 

Officer Manning AMD 

Actual On Board 

Medical Corps 40 40 

Dental Corps 2 2 

Medical Service Corps 17 14 

Nurse Corps 87 85 



Total 



146 141 




filled billets), they didn't receiveall 673 
but came close, with 658, or98 percent 
(see table). Virtually all ofthe remain- 
der were supplied by othernaval com- 
mands orthe reserves. M>rcy'sofficer 
manningcompared favorably with the 
AMD. Mercy lacked only three Medi- 
cal Service Corps officers and two 
Nurse Corps officers. 

The medical battalion got 97 per- 
cent (141/145) of its augments, all of 
whom were assigned to augment a 
Fleet Service Support Group (FSSG), 
so they did quite well, too. We were 
told that the surgical company isplanned 
to be augmented from NMC San Di- 
ego, in the event of a real contingency. 
Almostall ofthe 141 augmenteescame 
from San Diego; only 5 personnel came 
from other medical treatment facili- 
ties. In fact, all ofthe 141 personnel 
who participated in KB '97 were as- 
signed to an FSSG platform — excellent 
performance for the augmentation 
system . 

Overall, the personnel augmenta- 
tion system worked well for Kernel 
Blitz. One test went very well — the 
boardingof augmentees on Afercy was 
accom pi ished in just a few hours on the 
evening the ship clocked in San Diego. 



An attemptto send augmentees to their 
particular platform or class of plat- 
forms as assigned by MPAS was fairly 
successful. 

Another success story was the 
credentialing of licensed independent 
paractitioners (physicians, nurse prac- 
titioners, nurse anesthetists, physical 
therapists, and pyschologists) who were 
part of Mercy 1 s augmented Fu 1 1 Oper- 
ating Status (FOS) staff. During prior 
exercises involving Mercy (MERC- 
EXes), the MTF Mercy commanding 
officer, the platform 's privileging au- 
thority, had exercised the process of 
obtaining Credentials Transfer Briefs 
from the primary sourcing command 
(NMC San Diego), forall medical staff 
augmentees, and then accomplishing 
platform credentialing at the start of 
each exercise. This finely honed pro- 
cess worked flawlessly during Kernel 
Blitz so that medical staff members 
were able to practice during the exer- 
cise, taking care of the few crew- 
members requiring medical attention 
on a daily basis, and beingavailable in 
the event of a true emergency. 

Telemedicine Demonstrations. 
Telemedicine is an umbrella term that 
covers various technologies used to 
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process health services information 
electronically and transmit this infor- 
mation over long distances. During 
Kernel Blitz '97,telemedicine included 
technologies for: 

■Consulting with other facilities 

-Plain old telephone system 
(POTS) 

-E-mail 
•Automatingmedicat administrative 
functions. These include the following: 

-The Composite Health Care Sys- 
tem (CHCS) 

-The Multi-Technology Automated 
Reader Card (MARC) 

-The Medical Information Engi- 
neering Prototype System (MIEPS) 

-The Mass Casualty Medical Train- 
ingand Evaluation System (MMT&E) 

-The Defense Blood Standard Sys- 
tem (DBSS) 

-The Mobile Medical Monitor 
•Digital diagnosticequipment. There 
was limited use of a digital derma- 
scope, ophthalmoscope, and telepath- 
ology. 

We focused on some of the issues 



about telemedicine in a heightened 
defense posture: What are the benefits 
of telemedicine? To what extent does 
it improve the efficiency of medical 
care delivery? What is its impact on 
patient administration? We seek to 
answer these questions based on a 
telemedicine survey as well as inter- 
views with medical and administrative 
staff at different platforms. 

To assess the potential demand for 
telemedicine in wartime, we prepared 
a self-administering survey. The Con- 
trol Evaluation Ciroups(CEGs)oneach 
platform incorporated the survey into 
theirevaluations; they completed sur- 
veys for casualties received on their 
platformsduringKB'97. We obtained 
404 surveys from the medical battal- 
ion, the fleet hospital, Tarawa, Peleliu, 
and Mercy — one for every casualty 
except those with very mi Id illnesses or 
injuries. 

Thesurvey listed telemedicine equip- 
ment planned for each platform on 
Naval Medical Information Manage- 
ment Center's (NMIMC) concept of 



Moulaged casualty receiving treatment 
aboard USS Tarawa. 



operations for telemedicine play in 
Kernel BI itz '97. The survey collected 
a variety of information about 
telemedicine, including patient algo- 
rithm and the impact of TM on quality 
of care (as measured by its effect on 
diagnosis and treatment. The survey 
also collected information on other 
potential benefits of TM, such as the 
avoidance of death and permanent 
incapacitation. The survey also asked 
for information on the potential effect 
of TM in expediting and avoiding 
medevacs. 

For TM equipment not integrated 
into the medical play, we asked the 
CEGs to determine the impact of TM 
if it had been integrated. If the CEGs 
felt that a telemedicine modality not 
listed on the survey would have some 
impact, they were to write in the name 
of the technology. 

From the survey, we found that 
CHCS's patient admissions module 
was a valuable tool for patient admis- 
sion and tracking. CHCS's E-mail ca- 
pability was useful for internal commu- 
nication. 

Nevertheless, some implementation 
issues need to be addressed. For ex- 
ample, on Mercy, the network connec- 
tion plug on the back of the computer 
was very sensitive. Several times dur- 
ing the exercise, it was accidentally hit, 
resulting in a connection loss. It took 
almost a half hour to reestablish a 
connection to CHCS. Because of band- 
width constraints, CHCS files were not 
always transmitted over the offboard 
server to remote sites. Whilethereisa 
m inimum requirement of 3 8.4 kbs, the 
maximum transmission rate was 2.4 
kbs at times. The latter problem is be- 
ing addressed by connecting the 
INMARSAT antennae directly into the 
fiberoptic LAN. 
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MARC was seen as 
an improvement over the 
forms used by corpsmen 
in the field because of 
MARC's greater legibil- 
ity. This is congruent with 
other studies in this 
area, (3, ¥,5, 6~) However, 
someexercise participants 
pointed out that locating 
and removing MARC 
could be harmful to pa- 
tients. One of the big ad- 
vantages of MARC is that 
it does not rely on communications. 
Communications were problematic dur- 
ing Kernel Blitz. 

MIEPS saved time for those plat- 
forms that were able to access the web. 
However, not all platforms had web 
access because ofcommunication dif- 
ficulties. 

In conclusion, administrative uses 
of telemedicine and low-end commu- 
nicationsfor consultation seemed quite 
useful in Kernel Blitz, but the high-end 
clinicial technologies, such as the 
scopes, were less helpful. These find- 
ings agree with a studyjust completed 
by CNA on peacetime uses of tele- 
medicine( 7) and an earlierCNA study 
on wartime commun ications forNavy 
medicine in support of the Marines.(S) 
Blood and Oxygen. We now turn 
to the questions we asked about the 
blood program and oxygen: Did blood 
play stress the system? What limits the 
oxygen supply? 

The patient flow in Kernel Blitz was 
smaller than the system's capacity, so 
the blood system was not stressed. It 
seemed that fewer or smaller transfu- 
sions were needed in Kernel Bl itz, but 
we couldn't assess how much different 
the requirement was. We computed 
0.8 unit per patient per platform in 
Kernel Blitz, and blood officers on 
Mercy estimated a need for 2.7 units 
per casualty on their platform. How- 
ever, Mercy is probably more surgi- 




CHCS was used aboard USS Tarawa as one 
of several telemedicine demonstrations. 



cally intensive than are two other Ker- 
nel Blitz platforms, Tarawa and the 
surgical company. 

In Kernel Blitz '95, the LHA ran 
out of oxygen very quickly. In Kernel 
Blitz '97, we asked whether Mercy 
could supply the medical oxygen needs 
of an LHA. The answer is Lhat the 
hospital ship operating at the 250- 
bed level could supply its own oxygen 
and, depending on patient demand, 
produce some O, for an amphibious 
ship. However, as the 2 plants are 
currently configured, Mercy can barely 
meet its oxygen needs at the 1,000-bed 
level. Because of this, plans are under 
way for installation of new oxygen 
storage tanks that wi II expand Mercy's 
liquid oxygen storage capability to 2. 5 
times its current (spring 1998) level, 
With thisnew storage capability, Mercy 
could possibly supply oxygen to other 
ships even whileoperatingatthe 1,000- 
bed level. 

Conclusion 

We believe that Kernel Blitz '97 
providedaunique opportunity for Navy 
medicine to coordinate with the line, 
giving nonclinical training. This sepa- 
rates Kernel Blitz from other"in-house" 
training exercises, such as MERCEX, 



which concentrate more 
on clinical training. 

KB '97 was a success, 
and we believe that medi- 
cal should play in Kernel 
Blitz again. The benefits 
toNavy medicine — in vis- 
ibility and coordination — 
are worth the hard work 
from Pacific Fleet, Am- 
phibious Group III, and I 
MEF surgeon's offices to 
plan and implement this 
exercise. 
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Caring for Your People 
"Career Talks" 



CAPT A.A. de Savorgnani, NC, USN 



How prepared are you to take care 
of your people? Perhaps better 
than you estimate, for regardless of 
specialty, rate/rank, or length of ser- 
vice, all military health care profes- 
sionals have completed a preparatory 
course, sometimes including several 
degrees, and usually a varying period of 
experi ence . These credentia Is m ay cer- 
tainly provide a foundation for you to 
inform and inspire others to pursue a 
sirnilarcarccrpath. 

Recognizing the power of informal 
professional mentoring, in early 1 997 
at Naval Hospital Lemoore, CA, we 
decided to review all the entry inter- 
view forms completed by new staff 
members during the previous year. 
These forms included both short- and 
long-term career goals for each indi- 
vidual. Next, we listed the names and 
workplaces of those with similar pro- 
fessional goals according to the area 
ofinterest. 

Twenty personnel were interested 
in a nursing career, 14 in the field of 
medicine, 12 in health administration, 
9 in a physician assistant role, and 8 in 
physical therapy. In addition, 1 7 of our 
new staff expressed interest ina variety 
of medical specialties wh ile 1 wanted 
to pursue a nursing specialty. 

Our command career counselors 
(officer and enlisted) and Education 
and Training Department collaborated 
to present a series of 1 7 "Career Talks." 



The priority of topics was determined 
by the numberof staff members inter- 
ested in each area. Thus career fields 
with greatest expressed interest be- 
came the first d iscussed. 

We decided to schedule the talks 
weekly from 12:00 to 12:30 p.m. ina 
command conference room. Partici- 
pants were encouraged to bring a brown 
bag lunch and a friend. Hospital direc- 
tors helped identify staff professionals 
interested in prcscntingcitherindividu- 
ally or in a panel discussion. In one 
case, the Ancillary Services Depart- 
ment held an open house in a "drug 
fair" forum to provide information about 
"C" schools and various anci llary spe- 
cialties. At least 2 weeks before each 
Career Talk colorful flyers were posted, 
genera I i nv itation s were sent o ut v ia E- 
mail and Plan of the Week, and all 
personnel who had indicated a similar 
career interest received personal invi- 
tations from the counselors. Atten- 
dance rosters and critiques helped to 
document interest levelsand perceived 
value of each presentation. 

Overall,attendees were enthusiastic 
and appreciative concerning Career 
Talks. They "strongly agreed" that 
beneficial information for career plan- 
ning was provided and often felt they 
could have used the gu idance earl ier in 
thetrcareers. One member commented, 
"Let's encourage our junior troops to 
attend this valuable training! "Another 



noted, "This information is not com- 
mon knowledge and more people need 
to know about the job possibilities," 
Both presenters and attendees re- 
sponded very positively to the outreach 
experience. Attendees were encour- 
aged to seek further assistance/career 
mentoring from presenters as other 
questions or decision making might 
require. 

Based on our favorable experience 
in the initial series ofCareer Talks, we 
decided to repeat the process yearly 
especially for the benefit of new staff 
members. Additionally, we extended 
our marketing to other active duty 
members on base via the local Plan of 
the Week, base newspaper, and cable 
channel. We are also planning to pro- 
vide the series toour branch clinics and 
other interested West Coast sites via 
video teleconferencing. 

Th rough th i s program as health care 
professionals, we hope to guide and 
assist many juniors to "follow their 
own special star." You may likewise 
develop your own program to ensure a 
new generation of professionals from 
our military ranks. G 



When this article was written CAPT de 
Savorgnan i was Acting Commanding Officer 
of Naval Hospital Lemoore, CA. She is cur- 
rently Commanding Officer of U.S. Naval 
Medical Clinics, UK, London. 
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The 
Navy Nurse Corps 



Esther V. Hasson, R.N. 



Although the Navy Nurse Corps 
was established by an act ofCongress 
on 13 May 1908, it was not until 18 
Aug of that year that the first Super- 
intendent, Esther Voorhees Hasson, 
took the oath of office. She was Super- 
intendent of the Nurse Corps from 
1908 to 1911, Within a year of her 
oath, Hasson wrote the following ar- 
ticle for the American Journal of Nurs- 
ing [volume 9, March 1 909:4 1 0-4 1 5], 
and gave a prescient perspective on 
leadership and character for Navy 
nurses then and now. Hasson served 
as a contract nurse for the Army dur- 
ing the Spanish-American War in 1898. 
Following her to ur as Super intenden t 
of the Navy Nurse Corps, she served at 
an Army field hospital in France dur- 
ing World War 1 and later worked for 
the Bureau of Veterans Affairs in Palo 
Alto, CA. 

This article is reprinted with per- 
mission by Lippincott Publishers. 

Early in May of 1 898 four women 
graduate nurses left Washing- 
ton for Key West, Florida, un- 
der orders from the Surgeon-General 



of the Army to report to the medical 
officer in command of the military 
hospital at that place for such duty as he 
might assign to them. Little did the 
nurses of this country think, at the time, 
of the far-reaching results ofthis order 
andthat these women were the nucleus 
around which would form, first the 
corps of contract nurses, and later on, 
in 1901,thepermanentorganizationof 
the Army Nurse Corps as it exists 
today. Their plunge into this (to the 
average nurse of that date) unknown 
field of work was like unto the tradi- 
tional pebble cast into the sea of mili- 
tary nursing. The tiny ripples set in 
motion have spread out in gradually 
increasingcircles until the littlegroup of 
women on the extremeouteredge who 
at present represent the nurse corps of 
the Navy are already beginning to 
wonderupon what shores the last ripples 
will break. 

Although the Army Nurse Corps 
was distinctly the product of war, the 
Navy corps is the indirect outcome of 
its proven worth and efficiency, not 
only in time of great national emer- 
gency, but of peace as well. Mrs. 



Kinney has ably written up theprelimi- 
nary work of legislation from the first 
bill (drafted by Medical DirectorBoyd, 
USN) which, had itproved acceptable 
to the Senate Committee on Naval 
Affairs, wouldhave given us atonceall 
of the advantages which must now 
come slowly and only as the result of 
special legislation; to the bill of Febru- 
ary, 1 908, which authorized a corps of 
trained women nurses for the Navy 
w ith the sam e pay , al lowances , em ol u- 
ments and privileges as are now, or 
m ay hereafter be, al lowed for the n urse 
corps of the Army, so that it is not 
necessary toenter into any recapitula- 
tion of those details. 

The interval of time between the 
introduction into Congress of these 
two bills represents about five years, 
and during this period of waiting the 
Surgeon General of the Navy and his 
assistants in the Bureau of Medicine 
and Surgery never once lost sight of 
the coming of the women nurses into 
the Navy, so that when, on the eigh- 
teenth of last August, I entered upon 
the duties of superintendent of the 
corps I found already under way a 
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broad general plan of organization. 
Roughly outlined it provided that all 
nurses eligible for appointment must 
be graduates of a general hospital giv- 
ing a course of instruction covering a 
period of at least two years, and if 
com ing from the states where registra- 
tion is in force they must also be 
registered nurses. 

All applicants will be required to 
pass a rigid physical and mental ex- 
amination, and for the present, at least, 
the latter will invariably be held in 
Washington. The examination is re- 
quired in all cases irrespective of 
whether the applicant has had pre- 
vious Government service, either civil 
orm ilitary. Candidates whose qualifi- 
cations reach the required standard 
will receive appointment with as little 
delay as possible after examination. 
The first few months of service will 
invariably be spent at the Naval Medi- 
cal School Hospital in Washington, and 
after this term of trial, the 
nurses will be distributed to 
the various naval hospitals in 
the United States, Japan, the 
Philippines and Hawaii where 
it is deemed advisable to sta- 
tion women nurses. 

The work of organization 
is to be very gradual and for 
the present the corps will be 
expanded at the rate of only 
about ten nurses every six 
months, but as the work be- 
comes thoroughly system- 
atized it is hoped to progress 
more rapidly. This plan is so 
em inently practical and well 
adapted to the needs of the 
service that it at present forms 
the solid base upon which it 
only remains to build up the 
details. 

The examination for en- 
trance is both written and oral 
andwill includequestionson 
the following subjects: gen- 



eral nursing, materia medicaand toxi- 
cology, surgical nursing, first aid, and 
practical dietetics with special refer- 
ence to the preparation of invalid diet. 

During the period spent in the naval 
hospital in Washington, nurses will be 
expected to inform themselves in re- 
gard to the rules, regulations and eti- 
quette ofthe service, also ofthe differ- 
ent degrees of rank with insignia of 
same, not alone ofthe commissioned 
officers, but ofthe warrant and petty 
officers as well. Head nurse positions 
will in all cases be filled by promotions 
from the grade of nurse. 

As all ofthe nurses (including the 
superintendent) are new to the ways of 
the service, and the service is equally 
new to the ways ofthe woman nurse, 
thisfirstsixmonths isregarded largely 
as an experimental period by both 
sides. As it draws to a close such 
regulations will be drawn up for the 
future government of the corps as 
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actual experience may prove to be 
desirable and necessary. 

As each group of nurses leaves 
Washington for some other post of 
duty, acopyofthese regulations will be 
furnished thechief nurse of command 
of th e h osp ital for wh i ch th e n urses are 
destined. In this the duties ofthe nurse 
will be as clearly defined as it is ever 
possible to define such duties. In this 
way we hope to make the nursing in our 
eighteen general hospitals somewhat 
uniform, so that when ordered from 
one to the other the nurse will know 
about the cond it ions she wi 1 1 encounter 
in regard to scope of work, hours of 
duty, duration and frequency of night 
details, personal privileges, etc. Any 
such regulations must of necessity be 
very faulty and inadequate at first, but 
byconstantrevisionitishopedtomake 
them as perfectly adapted to such var- 
ied conditions as general regulations 
can ever be. 

One ofthe principal duties 
of the woman nurse in the 
Navy will be the bedside in- 
struction ofthe hospital ap- 
prentice in the practical es- 
sentials of nursing, and for 
th is reason she must be thor- 
oughly conversant with the 
head nurse routine of a ward. 
When treatments, baths, or 
medications come due it is not 
expected or desired that she 
wil 1 always give these herself, 
but it will be her duty to see 
that the apprentices attached 
to the ward carry out the or- 
ders promptly and intelli- 
gently. Thisarrangementdoes 
not, however, absolve the 
nurse in any way from doing 
the actual nursing work when- 
evernecessary, but is in a line 
with the genera] principle in- 
sti lied into her from first to 
last, and which she is ex- 
pected to always keep upper- 
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most in her mind. I mean the improve- 
ment of the apprentices to whom the 
bulk of the nursing of the Navy afloat 
willalways fall, for it is notthe intention 
ofthe Surgeon General to station women 
nurses on any but hospital ships. 

The first few months of service is, as 
it were, a period of probation during 
which the nurse will be under observa- 
tion as to her suitabil ity for naval nurs- 
ing. To be dropped from the corps at 
the end of this time may not, and in 
most cases will not, imply anything 
derogatory to her character or even to 
the professional abil ity ofthe nurse, as 
it wi II usually merely mean that she is 
lacking in the peculiar qualities requi- 
site in work of this nature, namely: the 
cheerful disposition that accepts the 
ups and downs incidental to changes of 
station; that adapts itself easily to new 
environment; that accepts the undesir- 
able detail without complaintand con- 
fidently looks forward to the better 
luck that will surely come next time. 
Above all she must possess in the 
highest degree the quiet dignity of 
bearing which alone can command 
respect from the apprentices or male 
nurses whom she must instruct. Al- 
though she possesses all else, and yet 
lacks this one quality, she had best 
seek another vocation at once as she 
would be absolutely useless for the 
work we wish her to do. The ability to 
get on with others will also be a very 
valuableadjunct. Ample authority will 
be given the nurse in al 1 that pertains to 
the nursing, but we all know that there 
are women who can produce good 
results and maintaindiscipline without 
keeping things constantly in a state of 
turmoil. In a training school when a 
pupil nurse proves unsatisfactory an- 
other can easily be found to take her 
place, but with the hospital apprentice 
it is different, fortheNavy isalways far 
short of the number required, from 
which it will readily be seen that the 
woman who can inspire the male nurses 



with a pride in their work and a desire 
to learn, and who at the same time can 
reduce to a minimum the friction al- 
ways incidental to a change in the old 
order of things, wil 1 be the most valu- 
able woman for naval work. Failure 
to get on harmon iously with co-work- 
ers of the corps would be another 
decided drawback to success. In other 
works, dignity, self-control and cour- 
tesy are the keynotes to the situation. 
And now in conclusion a few words as 
to the selecting and appointing ofthe 
nurses. 

Upon application either to the Sur- 
geon General of theNavy orthe super- 
intendent ofthe corps, the circular of 
information will be mailed to all who 
request it. In it is contained the form to 
be used for making formal application 
forpermission to take the examination. 
This application should invariably be 
addressedtothe Surgeon General; it is 
turned over by him to the superinten- 
dentforathorough investigation ofthe 
applicant's school, credentials, etc. If 
satisfactory, it is then placed in the 
general application file for possible 
reference ata later date, as the corps is 
to be expanded very gradually, and in 
time of peace it will probably never 
number more than a hundred mem- 
bers. It will readily be seen that only a 
small number ofthe many desirable 
applications received can be consid- 
ered when selecting candidates forthe 
examinations, which for the present 
will be held in Washington only. As the 
expenseof travelling to, and of subsis- 
tence while there must be borne by 
the applicant, I have thus far only 
summoned the number of women ac- 
tually required for immediate need. In 
case of failure, or ofthe non-appear- 
ance of a candidate, another examina- 
tion is at once held to supply the 
deficiency. 

The successful ones will receive 
appointment with but little delay. It is 
impossible to say how Iongthis method 



will be continued, as I hope e'er long 
that some arrangement will be made 
which will enableapplicants to take the 
examination at some designatedcity in 
their own states. 

Before leavingthe subject of appli- 
cations and appointments I wish to say 
that al I letters requesting information in 
regard to the corps may be addresses 
either to the Surgeon General ofthe 
Navy or to the superintendent, but it is 
unnecessary to address both on the 
same subject, as has frequently been 
done. As a matter of fact it is one ofthe 
duties ofthe superintendentto reply to 
all letters concerning the corps, irre- 
spective of address. 

It is too soon as yet to outline the 
scope ofthe work or to make predic- 
tions as to the future ofthe corps, but 
it is my most earnest hope to make it a 
dignified, respected body of women, 
governed largely by that feeling of 
esprit de corps without which no rules 
ever devised will be of avail to keep us 
free from allthat approaches scandal or 
disagreeable comment. 

Undoubtedly the future status ofthe 
Navy corps wi 1 1 rest large ly i n the hands 
of its members, and especially is this 
true of the first nurses. If they are 
content with low standards either pro- 
fessionally, morally, or socially the 
status ofthe corps will be fixed for all 
time. Future women will accept the 
standard set by us now without ques- 
tion; if it behigh they will rise to it, if it 
be lowtheywill with equal facility drop 
to its level. 

We nurses who come into the nurs- 
ing service of the Navy duringthis first 
year of its existence are the pioneers, 
and it rests with us to make the tradi- 
tions and to set the pace for those who 
are to follow, and so upon our shoul- 
ders rests a great responsibility. I am 
sure that the nursing profession of 
the country will extend to us its hearty 
good wishes for success in our under- 
taking. □ 
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InMemoriam 



Leona Jackson: 

Fourth Director of the Nurse Corps 

CAPT Patricia M. Collins, NC, USNR 



CAPT Wilma Leona Class Jack- 
son, NC (Ret.), fourth Director of 
the Navy Nurse Corps from 1 954 to 
1958 and former prisonerofwarduring 
World War II, died at the age of 88 on 
23 Mar 1998, at the VA Hospice in 
Dayton, OH. 

Born Wilma Leona Class in Union, 
OH, on 1 Sept 1 909, the future CAPT 
Jackson graduated from the nursing 
program at the Miami Valley Hospital, 
Dayton, OH. Married at age 22 and 
mother of a son by age 24, Leona 
Jackson was divorced shortly before 
she j o i ned th e Navy . Confident that her 
son would have a good childhood with 
her parents, Leona, as she preferred to 
be cal led, chose to have her son raised 
by her parents . She was com m iss ioned 
at the relative rank of ensign in the 
Nurse Corps on 6 July 1939. Following 
her first duty station at Naval Hospital 
Phi ladelphia, PA, she was assigned to 
Naval Hospital Mare Island, CA, and 
U.S. Naval Hospital Guam. When 
Guam fell to the Japanese on 10 Dec 

1941, she was taken to Japan as a 
prisoner of war. Released on 26 Aug 

1942, LTJG Jackson was exchanged 
with other American diplomatic staff 
and American nationals for Japanese 
diplomats and civilians. Shereturned to 
the United States aboard the Swedish 
exchange ship Gripsholm. 

Upon returning home, LTJG Jack- 
son was assigned to the followingduty 



stations: Public RelationsOfficer, Of- 
fice of Naval Officer Procurement, 
Navy Department, Washington, DC; 
Nurse Corps Personnel Division, Bu- 
reau of Medicine and Surgery, Wash- 
ington, DC; SeniorNurse, Fleet Hospi- 
tal Number 1 03, Guam; and Nursing 
Education Program Officer, Bureau of 
Medicineand Surgery. 

From July 1950 until June 1952, 
Jackson attended Columbia Univer- 
sity, New York, where she earned her 
bachelor of science and master of arts 
innursing administration degrees. Her 
subsequent assignment was as Assis- 
tant Chief Nurse at Naval Hospital 
Oakland, CA. In December 1953 she 
reported to Naval Hospital Portsmouth, 
VA, as ChiefNurse. 

CAPT Jackson assumed the office 
of D i rector of the Navy Nu rse Corps on 
1 May 1954. During her tenure, she 
proposed a reorganization oftheNurse 
Corps Division at the Bureau of Medi- 
cine and Surgery, recommending the 
establishment of three branches: Pro- 
fessional Branch, Personnel Branch, 
and Nurse Corps Reserve Branch. She 
further proposed the assignment of an 
assistant director and advised on cur- 
rent policies and legislation affecting 
the Nurse Corps reserves. In addition, 
CAPT Jackson started the Nurse Corps 
Cand idate Program . 

CAPT Jackson retired on 1 May 
1 958 and returned to the family home- 




stead in Ohio, Lilac Hill. Naval career 
decorations include the Commenda- 
tion Ribbon, American Defense Ser- 
viceMedal, Asiatic Pacific Campaign 
Medal, American Campaign Medal, 
World War II V ictory Medal, and the 
National Defense Service Medal. 

Throughout her life and certainly 
throughout her Navy career, Leona 
Jackson had a positive impacton oth- 
ers . The best exam plesofherinfluence 
are drawn from her own words as 
recorded by Paul Stillwe! 1, oral histo- 
rian of the U.S. Naval Institute, and 
others. 

The Experience of Capture. Leona 
Jackson described how the Japanese 
seized the USNH Guam: "I think the 
bitterest moment of my life came at 
sunrise when, standing in the door of 
the hospital library, I saw the Rising 
Sun ascend the flagpole where the day 
before the Stars and Stripes had proudly 
flown. "{/) The enemy then set up a 
headquarters in the hospital. "They 
thought that if the Americans came 
over to retal iate they wouldn 't fire on 
the hospital."(7) Shortly afterthe land- 
ings, casualties began pouring in. Navy 
medical personnel were allotted one 
ward for tending patients as the Japa- 
nese utilized the rest of the hospital 
facility. "It was probably the most 
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amazing ward I' II ever see; we had war 
casualties there, and native men, 
women, and children; we even had a 
Caesarian section by way of vari- 
ety.'V) 

Importance of Education. With a 
thirst for knowledge evident through- 
out her life, Leona Jackson understood 
how education created opportunities 
for growth and professional credibility. 
Duri ng high school she considered law 
as well as nursingcareer opportunities 
and studied Latin for 4 years because 
of the medical and legal terminology 
based on thatclassical language. 

"Ohio had one ofthe first university 
schools at Western Reserve. Frances 
Paine Bolton had endowed that school. 
AfterWorldWarII;[I]gotinthefight 
toward the elevation ofthe basic nurs- 
ing degree to the baccalaureate degree 
when I was education officer for the 
Nurse Corps. 

"I had more than the usual number 
of electives at Columbia University 
because of my extensive clinical back- 
ground, more than the people teaching 
at the university. "Jackson took courses 
in anthropology, comparativereligion, 
and Japanese scriptures of Buddha and 
Shinto. New York museums and lec- 
ture series became part of her educa- 
tion as well. 

Sense of Heritage. "The Director 
ofNursingatthe Miami Valley Hospital 
School of Nursing was a graduate of 
Vassar and the Army School of Nurs- 
ing. (The Army had a school of nursing 
during World Warl.) The Miami Val- 
ley Hospital School of Nursing was 
originally a Lutheran hospital estab- 
lished by the clergy in Dayton, OH, for 
the care of the indigent sick andtraining 
of Lutheran deaconesses in nursing. 
This forerunner school was done in the 
tradition of PastorPleadner's nursing 
school in Germany, where Florence 
Nightingale visited. The firstdirector of 
the Miami Valley Hospital School of 
Nursing was a graduateofthe Philadel- 



phia General Hospital, whose first di- 
rector had been a graduate of the 
Nightingale school in England. So, the 
school had a very fine tradition in 
quality." 

Spiritual (arc. .Compassion... 
Loyalty . "A Ithough the schoo I [of n urs- 
ing] was completely nondenomina- 
tional, you wereexpected to look after, 
if you needed to, the spiritual back- 
ground of people, to help them. There 
were many frightened people in the 
hospital. ..they're going for surgery, 
and they're afraid. ..they're going into 
labor, and they're afraid. ..You can 
give them some reassurance. You have 
to understand them and.. .find out if 
you can what their religious back- 
ground is. Ifyou know anything about 
it, you can help them." 

The probationary period [in nursing 
school] gave "the faculty timeto deter- 
mine whether [the student] had the 
kind of temperament that would go 
well in the world of nursing, meeting 
people in theirtimes of stress. Because, 
believe me, you see people through 
some of the roughest times of their 
lives. Having come from a home where 
I had a very happy life, it was easier for 
me because I had a security that I cou Id 
transmit to [patients] and it made a 
difference. It was very interesting, be- 
cause, as a very young nurse, people 
would wait many times until I came on 
duty and then talk with me about the 
th ings they were worried about. And, 
of course, you never never betray a 
patient's confidence. I guess that was 
why I got an early top secret [clear- 
ance] when I came back from Japan 
because I cou Id always keep my mouth 
shut. I like people, I like to talk with 
them, but things that were verboten 
wereverboten." 

Family and Responsibility. "[I] 
came from a close knit family [with] 
twosetsof grandparents. [My] mother's 
great-grandfather had founded the 
church we attended. I had the good 



fortune of being a little girl with three 
sets of parents who loved her but never 
interfered with each other. [1 had] a 
protected childhood but [was] taught 
responsibility,didn'tblameotherpeople 
when you did things you shouldn 't do, 
that you were responsible foryour own 
conduct." 

Humor, One of her Army patients 
stationed at Fairfield Air Depot and 
Patterson Field (any Army patients 
who required inpatient care received it 
at Miami Valley Hospital) suggested 
that shejoin the Army then said: "orthe 
Navy.. .they're all in good cities, not all 
back in some cornfield like the Army 
stations." 

Decision to Join the Navy. The 
Army's minimum heightstandards were 
5 feet 2 inches. Since Leona Jackson 
was not quite 5 feet 2 inches, she 
applied to the Navy. "The Navy was 
mainly interested in what you could do 
professionally. It had the amount of 
discipline; it had the quality of care. I 
had, within the hospital situation, a 
working relationship with doctors that 
I had never had in another hospital, 
because [the doctors] were there [in the 
hospital]. 

Professional Perspective. Leona 
Jackson worked on Dr. Lam out Pugh's 
ward for 1 months. Pugh later became 
Surgeon General and nominated Jack- 
son for Director ofthe Nurse Corps. 
"The situation in theNavy was that you 
could talk with a doctor as a profes- 
sional colleague. With one nurseon the 
floor, the hospital corpsmen did the 
nursing care. When I used a young 
hospital corpsman with a sick patient, 
1 worked with that corpsman on that 
patient to be very sure that he knew 
how to handle that sick patient. And I 
used to say to them, 'Now, one of these 
days you're going to be out someplace 
on a forward line, and you 're going to 
have to do something, and you're going 
to wonder if I don'tteach you now. I'm 
notgoingtobeatyourelbowtotellyou 
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what to do, so you better learn it now.' 
And you'd be surprised how many of 
them told me afterthe warthatthey had 
thought of that when they were with the 
Marines. 

"Because there were no antibiotics, 
surgery patients were divided intoclean 
and dirty surgery [clean or uninfected 
wounds and dirty or contaminated 
wounds]. Dr. Pugh had dirty surgery. 
He wouldcome down on the ward after 
surgery and sit down with meand he'd 
go over the patients and tel I me exactly 
what he'd done. He would go over 
every step of that operation and exactly 
what he had found. And so then he 
knew that if an emergency came up and 
he was scrubbed in the OR in the 
process of surgery, I wou Id be there to 
give that information to whomever was 
theofficerof the day (OOD). And with 
that information, the OODcould move 
in and handle that patient until Dr. Pugh 
could get down from the OR. The one 
adverse effect was that word got around 
among the residents that if you went 
onto Dr. Pugh's ward and Mrs. Jack- 
son suggested the way Dr. Pugh would 
hand le that patient, you'd better hand le 
it that way. Because if you didn't, 
you'd hear from Dr. Pugh when he got 
down from the OR." 

When asked how she handled casu- 
alties and death, Leona Jackson re- 
plied: "When I've done the best that I 
can, then I can face it. I ' ve left nothing 
unturned. This is the best that could 
have happened. You never let go until 
they've taken their last breath." 

From her personnel records, Leona 
Jackson was described as a talented 
speaker and writer with an ability to 
hold the interest until the end of the 
presentation or written piece. Nurses 
on active duty at the time C APT Jack- 
son was director recall that she was 
especially articulate in hearings before 
Congress. 

Although she retired 40 years ago, 
what kind of legacy d id C APT Leona 



Jackson leave the Nurse Corps and the 
Navy? Perhaps the answer lies in a 
letter she wrote to one of her succes- 
sors, Ruth Erickson, dated 8 Feb 1956: 

My dear Commander Erickson: 

It is now nearly two years since we 
all began working and planning to- 
gether for the developm ent of the Nurse 
Corps and the people in it. Last year I 
started sending a letter to each of our 
Reserve Nurses who was eligible for 
release, and in that letter I posed a 
number of questions which I asked 
each one to answer in order that we 
might have the benefit oftheirthinking 
before they should complete their duty 
agreements and accepted release, and 
their thinking is lost to us. 

1 am now ready to begin the second 
phase of this study in cooperative plan- 
ning in which each nurse is offered an 
opportunity to participate, and each 
member of the regular Nurse Corps in 
the coming weeks will receive a letter 
from me. You as an individual have a 
very important contribution to make 
and I hope that you will think through 
the questions lam asking, and give me 
your honest and objective comments 
and observations on them. 

When I became your director, in 
my message to you I indicated my 
belief that "a full professional career in 
nursing and a satisfying and happy 
personal life are possible within the 
framework of naval service, and wholly 
consistent with the most effective func- 
tioning of the Nurse Corps in the Medi- 
cal Department, and in the Navy." It 
seems to me that implementation of 
this concept is inherent in a profes- 
sional philosophy which incorporates: 
(1) the utilization of personnel in line 
with professional interests and capaci- 
ties; (2) planned assignments and rota- 
tion for professional growth and career 
furtherance to provide: (a) professional 
experience and (b) in-service and out- 
of-service opportunities for professional 
education; and (3) duty assignments in 



line with family ties and responsibili- 
ties. 

To what extent do you consider that 
we are realizingthat concept of nursing 
as we would like it to be in the Navy? 

What do you consider the best and 
most satisfying aspects of nursing in the 
Navy? Of the Navy as a way of life? 

What do you consider the unsatis- 
factory aspects of nursing in the Navy? 
Of the Navy as a way of life? 

What factors influenced you to 
choose the Navy as a professional 
career field? 

What suggestions do you have for 
the continuing improvement of our 
Corps? 

What do you as an individual want 
and need for your continuing profes- 
sional, and personal development and 
satisfaction in the Nurse Corps? 

I shall appreciate your thinking 
through the questions I have posed, 
and 1 shall look forward to your reply. 
Your letter will be of very significant 
help to us in assessing our progress as 
individuals and as a Corps, and will 
providea firm base forguidingprogress 
toward changes of importance to the 
Corps and the individuals in it. 
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Naval Medical Research and Development 

Command Highlights 



•Automated Environmental Heat Monitoring 
System for SMART Ship 

Chronic expos ure to heat during sustained operationscan 
adversely affect the safety, health, and performance of 
personnel who must work in high heat or humid work 
areas. Temperatures in engineering, steam catapult, 
gallery, scullery, laundry, and auxiliary equipment 
workspaces often exceed 1 00°F and 50 percent relative 
humidity (RH). To comply with Navy standards to 
prevent heat stress, each high heat workspace must be 
measured regularly with a portable, handheld heat stress 
meter. This process is labor-intensive and each multistation 
workspace takes at least 30 minutes to complete. The 
time spent performing this task per year has been 
estimated at2,500man-hours(destroyerclass)to3, 700 
man-hours (carrier class). A research team at the Naval 
Health Research Center (NHRC), San Diego, CA, devel- 
oped a software package to reduce this work load by 
automatically scanning and recording temperature mea- 
surements in a shipboard workspace. The software 
measures the Wet Bulb Globe Temperature (WBGT). 
displays the appropriate stay time for personnel, stores 
the data in a spreadsheet, and prints the required infor- 
mation on a heat stress form. A complete shipboard heat- 
stress survey can now be accomplished w ithin minutes 
instead ofhours. NHRC researchers and their industrial 
partners w ho developed the hardware (sensors, micro- 
chips, and electronic circuitry system) are integrating 
with WBGT sensor system in the SMART ship opera- 
tional platform design. The WBGT sensor system was 
first tested in 1997 to assess shipboard heat stress 
conditions aboard an aircraft carrier in the Persian Gulf 
This prototype system received favorable reviews and 
the research team was asked tocollaborate in the project 
to transform USS Rushmore (LPD-47) into a SMART 
ship. Interest has spread throughout the fleet, and 
NHRC'ssystem has been incorporated into the contract 
for the new DDG, LHD, and LPD ship construction 
plans.USSMj/jaw(DrX}-72)willbethefirstshiptohave 
the automated WBGT sensors installed in all high-heat 
workspaces (September 1998), and USS BonHomme 
^/c/;arrf(LHD-6) plans include installing the automated 



WBGT sensor system in the laundry workspace (July 
1998). The man-hours saved can now be used to 
perform other required shipboard tasks. The develop- 
ment of systems to automate the numerous labor- 
intensive shipboard functions allows the ships' crews to 
focus on more complex operations. For more informa- 
tion on research efforts at NHRC visit their web site at 
www.nhrc.navy.mil. 

• Rare Quadruple Malaria Infection 

Malaria, a dangerous parasitic disease spread by 
Anopheline mosquitoes, is one of the most serious 
infectious diseases throughout the tropical and subtropi- 
cal world. Malaria is a medical threat to U.S. troops 
deployed to Africa, Asia, South and Central America, 
and the Pacific. Navy researchers at the U.S. Naval 
Medical Research Unit No. 2 (NAMRU-2), Jakarta, 
Indonesia, recently made an exceptional finding from a 
blood slide collected during a field study to monitor the 
potential disease threat in a remote areaof Irian Jaya. The 
particular slide was collected from a small village (popu- 
lation 1 00) near the Papua New Guinea border. From 
5 1 slides collected. 32 were found positive for one or 
more of the four parasites (P. falciparum, P. vivax. P 
malariae. and P. ovale) known to cause malaria. Among 
these 32 positive slides, one was found infected with all 
four parasites. Navy researchers believe this quadruple 
infection represents the first reported case. Previous 
reports have detected all four parasites in a population 
but not simultaneously in an individual. NAMRU-2 is a 
Navy infectious disease research laboratory supporting 
deployed U.S. military forces throughout the Asia- 
Pacific region. The laboratory provides the military 
with one of the most sophisticated forward diagnostic 
facilities in the world. NAMRU-2 isstaffed bymilitary 
and civilian scientists who provide the expertise in 
tropical diseases research to develop new diagnostic 
tests, evaluate prevention and treatment strategies, and 
monitor diseases threats. For more information on the 
Navy's malaria research program visit theNaval Medical 
Research Institute's web site at www.nmri.nnmc. navy. 
mil. 
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A Look Back 



Navy Medicine 1934 




A clipping from a Philadelphia newspaper reports the fate of Navy hospital 

ship USS Mercy. In the depths of the Great Depression, the "City of Brotherly 
Love" sought an unusual solution to its homeless problem. 



July-August 1998 



1 U.S. GOVERNMENT PRINTING OFFICE 432-847 1998 



21 



DEPARTMENT OF THE NAVY 
BUREAU OF MEDICINE AND SURGERY 
ATTN: MED09H 
2300 E STREET NW 
WASHINGTON DC 20372-5300 



OFFICIAL BUSINESS 



Periodical 

Postage and Fees Paid 

USN 

USPS 316-070 



